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 Infant death is a troubling event happening all over the world. Even in the most 
developed countries, such as the United States of America, there is a significant rate of infant 
mortality, with 24,000 infant deaths in the U.S. in 2011. This study displays the inconsistencies 
in infant mortality rates among different races in Nevada in years 2011-2013.  Our data came 
from the birth and infant death data set from the Nevada Department of Public and Behavioral 
Health. The data in this study were analyzed using logistic regression models. The models tested 
for variables that were associated with infant mortality. The results were compared to national 
findings as posted by the United States Centers for Disease Control and Prevention for infant 
death in years 2010 to 2012. Infant mortality rates for Nevada are found to be approximately 4.6 
deaths per 1,000 infants. However, the average infant mortality rate for Blacks in years 2010-
2012 was 7.9 compared to 4.0 among Whites, 4.5 for Hispanics, and 2.4 for Asian/Pacific 
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 Infant mortality, which is defined as the death of an individual under the age of one year, 
is a long standing problem in the United States (Kessner, 1973). In fact, "the U.S. infant 
mortality rate remains higher than most other developed countries" (MacDorman and Mathews, 
2014). Infant mortality rate (IMR)  is defined as the number of infant deaths in a year per 1,000 
live births. The United States Centers for Disease Control and Prevention (CDCP, 2014) reported 
that in 2011 there were approximately 24,000 infant deaths in the U.S. Infant mortality is said to 
have declined throughout the world at an average of 68.8 percent from 1950 to 1994 (Rosano et 
al. 2000). From 2005 to 2011 the U.S. infant mortality rate declined by 12 percent to 6.05 
percent in 2011 (MacDorman et al. 2013).  
 Below in Table 1, are the U.S. infant mortality rates by state, territories, and capital for 
years 2008 to 2010 (Mathews and MacDorman, 2013).  This list excludes American Samoa and 
the Northern Mariana Islands. For the Nevada study we used data including 2011-2013 infant 












[Table 1].  Infant mortality rates by state. The data show infant mortality rates in the U.S. in years 2008-2010 
listed by place of residence. These rates by state are listed by death records.  
  
(Source: Infant mortality statistics from the 2010 period linked birth/infant death dataset.) 
 
The infant mortality rate (IMR), is the number of children dying under one year of age, divided 
by the number of live births during the year, multiplied by 1,000. We use the year of death as the 
reference year. For example a 5.6 IMR in 2008-2010 accounts for all deaths during 2008-2010. 
The data in Table 1 show the rate of infant deaths of children less than one year of age per 1000 
live births. Nevada, with an IMR of 5.6, is less than the national average of 6.4. The states on the 
west coast have lower rates of infant mortality with California, Washington, and Oregon all 
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having rates of 5.0 or lower. A visual representation of the IMR for the nation is shown below in 
Figure 1.  
[Figure 1]. U.S. Infant Mortality Rates, 2008-2010 . Infant mortality rates in the nation by state for years 2008-
2010. 
(Source: Division of Public and Behavioral Health)     
 Figure 1 shows that infant mortality is more frequent in the southeastern part of the U.S. 
Infant mortality rates range from 4.24 in New Hampshire to 9.89 in Mississippi. The states with 
the highest IMR are in region 4, the southeastern part of the United States and the lowest IMR's 
are more frequent in the northwestern part of the United States.  
 In Nevada IMR  is shown to be decreasing over time from approximately 9 in 1990 to 
approximately 5 in 2014, see Figure 2 below. 
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[Figure 2]. Infant Mortality: Nevada 1990-2014. Infant mortality rates in Nevada for years 1990 to 2014.  
(Source: America's Health Rankings website.) 
 
 Figure 2 shows that in the recent 25 years the IMR for Nevada has been decreasing from 
roughly 8.0 in early 1993 to approximately 5.5 in 2014. This decrease is occurring nationally, as 
reported by the America's Health Rankings. Despite the overall decrease of infant deaths, there 
are still differences in mortality rates among races, such as Native American, Asians, Black, 
Hispanic, and White (Rossen and Schoendorf, 2014).   
 Table 2, found on the Centers for Disease Control and Prevention website, 
(http://www.cdc.gov/nchs/vitalstats.html), displays infant mortality rates for different ethnic 
groups. African American infants are shown to have about doubled the mortality rates of other 
ethnic groups in time period 2007-2011 which leads to the question: why do particular ethnic 
groups have higher infant mortality rates than other groups. More specifically, what factors are 
contributing to this disparity? Table 2 summarized by the Centers for Disease Control and 
Prevention, National Center for Health Statistics across the nation for 2007 to 2011 data. 
 5 
 It is important to note, race groups represented in Table 2 are not mutually exclusive, 
which means that bi-racial infants are reported in only one category and not as bi-racial. This 
category for the race is determined by what the mother identifies herself as. The data show that 
Black infants have a high rate, roughly double that of White and Hispanic ethnic groups, of 
infant mortality. American Indian infants also show high rates of infant death, 8.7 in 2007. 
However, the number of cases is extraordinarily small, approximately 15 per 1,000 cases of all 
infant deaths.  From the table it can be observed that Blacks and American Indians with infant 
mortality rates of 11.5 and 7.8 in year 2011 have a significantly larger IMR than the groups 
Asian/Pacific Islander, Hispanic, and White with rates of 3.5, 5.3, and 5.1, respectively. It is 
important to note that although the infant mortality rate has declined, but the Black/White ratio is 
still over 2 to 1. 
[Table 2]. Infant mortality by race. The U.S. infant deaths occurring to infants under 1 year of age per 1,000 live 
births in years: 2007-2011. The data are reported by race. 
 
(Source: Centers for Disease Control and Prevention website)  
 This disparity among races has been observed as far back as 1935, and still remains a 
focus for research studies, as shown in Figure 3, (Singh and van Dyck, 2011). Saebz's (2007) 
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observes, "Blacks have consistently had higher infant mortality rates compared with other 
racial/ethnic groups in the United States. This gap continues. Blacks had the highest infant 
mortality rate during the 2002-2004 period (a three-year period yields greater statistical 
stability), when nearly 14 black infants died for every 1,000 births."   
 
[Figure 3]. Disparity trends from years 1935 to 2007. Infant Mortality Rate by Race, United States, 1935-2007.  
(Source: Singh and van Dyck, 2011)  
  
 The Black/White ratio is very high, which means that a disparity does exist between the 
two groups. Despite a decrease in the overall infant mortality rate, the proportion of Black infant 
deaths is approximately 2.4 times higher than Whites in 2005. Compared to all other races 
Blacks continue to have higher rates of infant death.  It is shown that infant death has overall 
decreased, but the Black/White ratio has increased.  
 These trends are projected to persist in future years (Singh and Yu, 1995). A study done 
by the Centers for Disease Control and Prevention in 2002, (CDC, 2002) discusses the need to 
decrease infant mortality in Blacks.  It is of high importance to identify the specific factors that 
contribute to variation in infant mortality rates among races. Several different hypotheses have 
 7 
been formed as to the possible factors determining variation in IMR among ethnicities/races. One 
idea proposed by the CDCP is that infant mortality rates differed "primarily due to the higher 
levels of preterm births and preterm-related causes of death."  Mathews and MacDorman (2013) 
conclude that the infant mortality deaths are correlated with congenital malformations and low 
birth weight. Another study suggests that levels of education and wealth status are highly 
correlated with health, and so socioeconomic status explains variability in the mortality rates 
(Wilkinson and Pickett, 2008). This conclusion was also independently made by Singh and 
Kogan (2007) where they found that lower levels of education and income in African American 
communities led to higher infant mortality rates for their infants.  
 However, there are still no definitive answers as to what are the specific contributors to 
high infant mortality in African Americans. One study in particular, that took place in Nevada 
2012, finds that "long-term trends in U.S. infant mortality decline have not been uniform for 
various socioeconomic and demographic subgroups of the population and causes of infant death, 
but differences in income and access to health care among racial/ethnic groups may also 
contribute to differences in infant mortality" (Garner et al. 2012). Despite the fact that several 
different explanations have been formed, there is still no definitive answer to why disparities 
among racial groups exist.  
 The focus of this project is on the Nevada population in years 2010-2012. The goal is a 
comparison of infant mortality rates between different racial groups and with the national rates. 
Using statistical models for the infant mortality rates in Nevada, this study investigates the 
association between the mortality rates and variables/factors such as race, geography, parents' 
levels of education, and cause of death. The results gathered for Nevada are then compared to the 
findings of national level studies. Future work can assess the variables that were found to be 
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significant in this work, and determine if these variables are correlated with the same 
socioeconomic factors as found in the other studies. 
Methodology 
 In an effort to discover the risk factors for variability in infant mortality rates among 
races, my research examined different predictor variables in statistical models for infant death. I 
used information collected at the Nevada Division of Public and Behavioral Health (NDPBH), 
which consists of two data sets: (1) births and (2) infant deaths in Nevada for years 2010 to 2012. 
These data sets were created from information collected from birth and death certificates, as 
found in Appendices B and C. Using the statistical software Statistical Analysis System (SAS), I 
merged the death and birth files into one data set containing all infant deaths from 2010 to 2012.. 
The dataset contains 312 different variables including: birth/death date, time of death (if 
applicable), mother/father race, gender, level of education, and more. (Refer to list in Appendix 
A for a complete list of variables used). There are some superfluous variables in the data that 
were removed after initial analysis such as mother's zip code, facility hospital, and data related to 
father.  
 Before any analyses, the data set was properly scored to allow  predictive modeling. 
Performing the re-scoring of variables required coding/labeling of the data in a new format, so 
that all variables had a consistent format. The data were properly analyzed using the statistical 
software packages R and SAS. The framework of this methodology closely followed the 
methods used in a similar study in Nevada (Garner et al. 2012), where disparities in infant 
mortality were studied. The Connecticut Department of Public Health (CDPH) annual 
registration report in 2010 follows similar methods in analyzing infant mortality (Stone et al. 
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2013). Connecticut in 2010 was found to have an identical IMR as Nevada so it is a qualified 
comparable study for analyzing the IMR of Nevada. 
 For my analysis I first summarized the data by finding the counts for different 
observations of each particular variable. Then I grouped infant deaths in the NDPBH data set in 
order to make tables displaying counts for each variable used. After making tables, I calculated 
rates, made data summaries, and found percentages for the variables in R and SAS (see Tables 3-
12).  
 Furthermore, I used multiple logistic regression analysis of the data. A regression model 
allows assessment if change in a predictor variable is associated with change in the mean of the 
response variable. Multiple logistic regression determines if change in one or more predictor 
variables is associated with change in the mean of the response variable. The response variable 
that was the focus of this study was infant mortality. The logistic regression was used as follows:  
 
 
Further, the natural log (ln) refers to a natural logarithm function, and B0 + B1x +........+ Bnxn is a 
linear equation for the regression line. The regression line models expected log of the odds ratio 
of infant death is defined as ln(p̂/1-p̂). Multiple predictor variables xi, such as gender or mother's 
race, (see Appendix A, for a list of all explanatory variables used) were used in the regression 
model and the model showed which of the predictors were associated with the outcome of infant 
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death. Regression model coefficients, B0, ....., Bn, were estimated from the data using least 
squares estimation performed by SAS and R.   
 After multiple linear regression analysis, two-way ANOVA analyses (analysis of 
variance) were ran for the associations found in regression analysis. ANOVA tests differences in 
the means between different explanatory variables and helps determine which variables were 
related to infant mortality rates. Upon completion of ANOVA testing, we were able to conduct 
graphical and quantitative description of the mortality rates per race in Nevada with each 
predictor variable.  
 These methods provided scientific models and analytical tools that allowed forming 
conclusions about IMR and the association of IMR with predictor variables. Further, we used 
these multiple logistic regression models for a comparison of the Nevada risk factors, such as 
socioeconomic status and race, to those found in the national population.  
Results 
 From the methodology, I created eleven tables (Tables 3-13) which summarize the 
variables from the NDPBH data set.   
[Table 3.]Infant deaths by year, 2010-2012. The table displays the total number of births in Nevada for years 2010-2012, and the 
number of infant deaths that occurred in the same birth population. 
 
Year Total Births Total Infant Deaths  
  
2010 35,688 191  
2011 35,175 163  
2012 34,501 152  
Total 105,364 506  
(Source: Nevada Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
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 Table 3 displays the total number of deaths and births for Nevada. The total infant deaths 
and births decreased over this time period. 
 
[Table 4.] Infant gender in cases of infant death, 2010-2012. The table displays the total number of deaths in 
Nevada for years 2010-2012 by gender. 
Gender Year 2010 Year 2011 Year 2012 
  
Female 81            42.4% 70            42.9% 72            47.4% 
Male 110            57.6% 93            57.0% 80            52.6% 
Total 191 163 152 
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
 
  
 Table 4 displays the gender of infants in the cases of infant death, and it shows 
consistently higher percentages of male than female infant deaths. 
 
 
[Table 5.] Infant mortality rate by county, 2012. The table displays the infant mortality rates for Nevada in year 2012 by race. 
The counties included in the Rural and Frontier Counties are: Churchill County, Douglas County, Elko County, Esmeralda 
County, Eureka County, Humboldt County, Lander County, Lincoln County, Lyon County, Mineral County, Nye County, 
Pershing County, Storey County, and White Pine County.  
Race     Washoe     Clark                  Carson                         Rural and Frontier Counties 
    
African American     7.3 8.4                      7.2 6.2 
Asian/Pacific Islander      2.8 3.4                      1.0 0.0 
Hispanic      5.7 4.9                      5.7 5.4 
Native American      5.4 5.9                      3.2 0.0 
White      5.2 4.7                      5.2 5.8 
Average Rate for All Races  5.2  5.5                      4.5 3.5 
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.) 
 
 Table 5 displays the infant deaths by county. It is to be noted that Clark County has high 
infant mortality because it is the most populous county, and so is Washoe. These Urban counties 
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make up more than 90% of the total infant deaths of Nevada. Rural counties make up less than 
5% of the infant deaths each year.  
[Table 6.] Mother's level of education in cases of infant death, 2010-2012. The table displays mother's level of education in 
Nevada where an infant death occurred in years 2010-2012. In cases of infant death, the proportion of mother's level of education 
among total cases of infant death is provided.  
 
Level of education Total deaths in 2010 Total deaths in 2011 Total deaths in 2012 
    
1. 8TH GRADE OR LESS 14            7.3% 10            6.1% 4            2.6% 
2. 9TH THRU 12TH GRADE, NO DIPLOMA 37            19.4% 43            26.4% 38            25% 
3. HIGH SCHOOL GRADUATE OR GED 64            33.5% 46            28.2% 50            32.9% 
4. SOME COLLEGE, BUT NO DEGREE 36            18.8% 34            20.9% 22            14.5% 
5. ASSOCIATE DEGREE, AA, AS 12            6.3% 8            4.9% 9            5.9% 
    
6. BACHELORS DEGREE, BA, AB, BS 14            7.3% 16            9.8% 17            11.2% 
7. MASTERS DEGREE, MA, MS 8            4.2% 4            2.5% 6            3.9% 
8. DOCTORATE DEGREE, PHD, EDD 0            0.0% 0            0.0% 0            0.0% 
9. UNKNOWN 6            3.1% 2            1.2% 6            3.9% 
Total 191 163 152 
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
 
 Mother's level of education, described in Table 6, appears to have significant impact on 
rates of infant death. When a mother completed 9th thru 12th grade with no diploma, is a high 
school graduate/GED, or attended some college the infant death rates are highest. Mothers with 





[Table 7.] Gestation weeks in cases of infant death, 2010-2012. The total number of gestation weeks for the mother when there 
was a case of infant death in years 2010-2012. The proportions for each gestation group are provided with each given year. 
 
Gestation weeks Total deaths in 2010 Total deaths in 2011 Total deaths in 2012 
   
16-19 
 
2            1.0% 10            6.1% 4            2.6% 
20-24 64            33.5% 46            28.2% 45            29.6% 
25-29 28            14.7% 19            11.7% 26            17.1% 
30-34 27            14.1% 21            12.9% 20            13.2% 
35-39 54            28.3% 57            35.0% 51            33.6% 
40-44 10            5.2% 9            5.5% 5            3.3% 
Unknown 
 
6            3.1% 1            0.6% 1            0.7% 
Total 191 163 152 
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
  
 Gestation, the process of carrying an embryo/fetus, is listed by groups for years 2010 to 
2012, see Table 7. The groups are divided by around five weeks, where 40 weeks/280 days is 
commonly known to be the average amount of gestation for normal pregnancy. However, in 
Table 7, it is observed that a majority of infant deaths are premature births under the average of 
40 weeks of gestation.  
[Table 8.] Mother's tobacco use in case of infant death, 2010-2012.  The table follows mothers in the case of infant death. The 
question asked if mother smoked in years 2010-2012. Also, the proportion of mothers in each classification is calculated.  
 
Classification Total deaths in 2010 Total deaths in 2011 Total deaths in 2012 
    
Yes 26            13.6% 23            14.1% 20            13.2% 
No 162            84.8% 134            82.2% 127            83.6% 
Unknown 3            1.6% 6            3.7% 5            3.3% 
Total 191 163 152 
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
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 Table 8 displays the amount of mothers who smoked in the case of infant death. 
Fortunately, most mothers didn't smoke. However there is an average of 13.6% of mothers who 
smoked in years 2010-2012, when their infant death occurred.  
 
[Table 9.] Prenatal birth defects in cases of infant death, 2010-2012. The table follows mothers in the case of infant death. The 
number of cases and appropriate proportion of prenatal birth defects are displayed for years 2010-2012. 
 
Classification Total deaths in 2010 Total deaths in 2011 Total deaths in 2012 
  
Yes 152            79.6% 133            81.6% 119            78.3% 
No 29            15.2% 24            14.7% 24            15.8% 
Unknown 10            5.2% 6            3.7% 9            5.9% 
Total 191 163 152 
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
 
  
 Table 9 displays the amount of prenatal birth defects in the case of infant death. It has 
been found that prenatal birth defects, as well as drug defects, can be determined within the first 
three months of pregnancy (Goldman, 1977). In the case of Nevada, it appears that about 80% of 
infant deaths were associated with birth defects. The following three tables show the top causes 








[Table 10.] Top 6 Causes of infant death, 2010. The top 6 causes of infant death in year 2010. Causes of death, 
such as prematurity, include all cases from extreme to mild.  
  
Cause of Death Total Deaths in 2010   
    
1. Prematurity 38            19.9%   
2. Respiratory failure 22            11.5%   
3. Cardiopulmonary arrest 7            3.7%   
4. Asphyxiation 6            3.1%   
5. Sepsis 5            2.6%   
6. Congenital heart disease 5            2.6% Total Deaths in 2010  
Total 83                                           191  





[Table 11.] Top 6 Causes of infant death, 2011. The top 6 causes of infant death in year 2010. Causes of death, 
such as prematurity, include all cases from extreme to mild.  
 
Cause of Death Total Deaths 2011   
    
1. Prematurity 31            19.0%   
2. Cardio respiratory arrest 16            9.8%   
3. Asphyxiation 12            7.4%   
4. Respiratory failure 10            6.1%   
5. Sudden Infant Death Syndrome 7            4.3%   
6. Non-viability( not capable of growing) 5            3.1% Total Deaths in 
2011 
 
Total 81 163  





[Table 12.] Top 6 Causes of infant death, 2012. The top 6 causes of infant death in year 2010. Causes of death, 
such as prematurity, include all cases from extreme to mild.  
 
Cause of Death Total Deaths 2012   
  
1. Congenital anomalies  19            12.5%   
2. Asphyxiation 16            10.5%   
3. Cardio respiratory failure 13            8.6%   
4. Trisomy 18 9            5.9%   
5. Renal failure 8            5.3%   
6. Prematurity 5            3.3%   
6. Cardio respiratory arrest  5            3.3%   
6. Severe respiratory distress  5            3.3% Total Deaths in 2012  
Total 80 152  
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
 
 For Tables 10-12, we observe the top six causes of death per year in years 2010-2012. 
Prematurity is a large contributor to infant death in years 2010 and 2012, but isn't as significantly 
high in 2012. For the most part, the top causes of death in infants are respiratory failure, 
asphyxiation/suffocation, and prematurity. However, there are many distinct cases as found in 







 [Table 13.] Infant mortality rates by race per 1,000 infants, years 2010-2012.  This table shows infant deaths 
occurring to infants under 1 year of age per 1,000 live births in years: 2010-2012. The table is showing the results 
obtained from the collected data at the Division of Public and Behavioral Health- Birth and Death data.  
 
Races Rate in 2010 Rate in 2011 Rate in 2012 





    3.38 
8.87 
     2.05 
7.78 
3.88 
Native American 4.88 7.45 6.73 
Hispanic 4.72 5.24 3.72 
White 4.78 5.10 4.13 
Average Rate for Nevada 5.4 5.7 5.2 
(Source: Division of Public and Behavioral Health- Birth and Death data, 2010-2012.)  
 
 From Table 13, it is observed that African Americans have approximately two times the 
infant mortality as any other race. Native American infants are also showing high rates of infant 
death. However, the number of cases is very small, and so one additional Native American death 
influences the rate a lot.  
 Our analyses show that African American infants had higher infant mortality rates than 
all other races. As shown in several studies, like Saebz (2007) and Singh and Yu (1995), 
mortality rates of African American infants have been approximately twice as high in 
comparison to all other races. There is sufficient evidence in the data to support the claim of high 
disparity between African Americans and other races in Nevada.  If further work was to be done, 
I would find a sociologist to analyze the variables that I had found to be significantly correlated 





 Many studies, such as Zakir and Wunnava (1997), investigated the factors affecting 
infant mortality rates. Disparities between infant mortality rates among different ethnic and racial 
groups have been analyzed by several authors, yet there still isn't a universally accepted 
explanation of these disparities. Reasons for the disparities discussed on the national scale 
included preterm births, low birth weight and socio-economic status. I focused on investigating 
the factors related to infant mortality rates in Nevada, using the most current data. My analysis of 
factors impacting infant mortality in Nevada agreed with existing conclusions at the national 
level.  
 Specific factors that were found to lead to more infant death in general were: gestation 
weeks and level of education. Prematurity was found to be highly associated with death in 
infants. Thus, if gestation is below the normal pregnancy of 40 weeks, there is a larger likelihood 
for infant mortality.  Also, levels of education had a significant trend with infant mortality. The 
lower levels of education were associated with higher counts of infant death and so obtaining a 
higher education leads to less infant deaths. There was also a significant difference between the 
amounts of male infant deaths than to female infant deaths. 
 As for disparities among races, there definitely exists one between Blacks versus other 
races. Blacks have been shown to have higher IMR in comparison to any other group and in fact 
often double other races. These phenomena may attribute to possible lower levels of education in 
some Black communities. However, a sociologist would be needed in order to identify how the 




 The variables that I have found significant were very similar to those found in Mathews 
and Macdorman paper, " Infant mortality statistics from the 2010 period linked birth/infant death 
dataset." and CDCP findings. Thus, the significant predictors for IMR in Nevada are similar to 
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Appendix A. List of Variables Used 
 



























Explanation of variable 
The year that the birth occurred 
How many births occurred at a time (twins, triplets) 
Order in which the individual was born 
Name of the facility in which birth occurred 
County where birth occurred 
The country the mother was born in 
The county that the mother resides in 
The mother's occupation at the time 
Number of weeks of gestation 
Birth weight of newborn in grams 
If death occurred within one year of newborn 
If the mother identifies herself as Hispanic 
If the mother identifies herself as White 
If the mother identifies herself as Black 
If the mother identifies herself as American Indian 
If the mother identifies herself as Asian 
If the mother identifies herself as Hawaiian 
If the mother identifies herself as Guam 
If the mother identifies herself as Samoan 
If the mother is a current smoker 
The mother's weight before pregnancy 
The mother's age 
The mother's weight at delivery 

















Whether a prenatal birth occurred 
If death occurred in newborn within a year 
Age, when death occurred 
Race of dead infant 
Cause of death for infant 
The manner in which the infant died 
If the infant's mother identifies as White 
If the infant's mother identifies as Black 
If the infant's mother identifies as American Indian 
If the infant's mother identifies as Asian 
If the infant's mother identifies as Hawaiian 
If the infant's mother identifies as Guam 
If the infant's mother identifies as Samoan 

















C  H  I  L  D 
1.  CHILD’S NAME (First, Middle, Last, Suffix) 2. TIME OF BIRTH 
(24 hr) 
3. SEX 4.  DATE OF BIRTH (Mo/Day/Yr) 
 5. FACILITY NAME (If not institution, give street and number) 6. CITY, TOWN, OR LOCATION OF BIRTH 7.  COUNTY OF BIRTH 
M O T H E R  
8a.  MOTHER’S CURRENT LEGAL NAME (First, Middle, Last, Suffix) 8b.  DATE OF BIRTH (Mo/Day/Yr) 
 8c.  MOTHER’S NAME PRIOR TO FIRST MARRIAGE (First, Middle, Last, Suffix) 8d.  BIRTHPLACE (State, Territory, or Foreign Country) 
9a. RESIDENCE OF MOTHER-STATE 9b.  COUNTY 9c.  CITY, TOWN, OR LOCATION 
9d.  STREET AND NUMBER 9e.  APT. NO. 9f.  ZIP CODE 9g.  INSIDE CITY 
LIMITS? 
□  Yes  □ No 
F A T H E R 
10a.  FATHER’S CURRENT LEGAL NAME (First, Middle, Last, Suffix) 10b.  DATE OF BIRTH (Mo/Day/Yr) 10c.  BIRTHPLACE (State, Territory, or Foreign Country) 
CERTIF I E R 
11.  CERTIFIER’S NAME:       
TITLE: □ MD   □  DO    □ HOSPITAL  ADMIN.   □ CNM/CM   □ OTHER MIDWIFE 
□   OTHER (Specify)   
12.  DATE CERTIFIED 
   _/              /    
MM       DD           YYYY 
13.  DATE FILED BY REGISTRAR 
   _/              /    
MM       DD           YYYY 
 
M O T H E R  14.  MOTHER’S MAILING ADDRESS:     9 Same as residence, or:      State:                                                               City, Town, or Location:  
Street & Number:                                                                                                                                                               Apartment No.:                                              Zip Code: 
 15. MOTHER MARRIED? (At birth, conception, or any time between)                                     □ Yes    □ No 
IF NO, HAS PATERNITY ACKNOWLEDGEMENT BEEN SIGNED IN THE HOSPITAL?  □ Yes   □ No 
16. SOCIAL SECURITY NUMBER REQUESTED 
FOR CHILD?         □ Yes   □ No 
17.  FACILITY ID. (NPI) 
18.  MOTHER’S SOCIAL SECURITY NUMBER: 19.  FATHER’S SOCIAL SECURITY NUMBER: 
 
M O T H E R  
20. MOTHER’S EDUCATION (Check the 
box that best describes the highest 
degree or level of school completed at 
the time of delivery) 
 
□  8th grade or less 
□  9th - 12th grade, no diploma 
□  High school graduate or GED 
completed 
□  Some college credit but no degree 
□  Associate degree (e.g., AA, AS) 
□  Bachelor’s degree (e.g., BA, AB, BS) 
□  Master’s degree (e.g., MA, MS, 
MEng,  MEd, MSW, MBA) 
□ Doctorate (e.g., PhD, EdD) or 
Professional degree (e.g., MD, DDS, 
DVM, LLB, JD) 
21.  MOTHER OF HISPANIC ORIGIN?  (Check 
the box that best describes whether the 
mother is Spanish/Hispanic/Latina. Check the 
“No” box if  mother is not Spanish/Hispanic/Latina) 
□  No, not Spanish/Hispanic/Latina 
□  Yes, Mexican, Mexican American, Chicana 
□  Yes, Puerto Rican 
□  Yes, Cuban 
□  Yes, other Spanish/Hispanic/Latina 
 
(Specify)   
22.  MOTHER’S RACE (Check one or more races to indicate 
what the mother considers herself  to be) 
□   White 
□  Black or African American 
□  American Indian or Alaska Native 
(Name of the enrolled or principal tribe)   






□  Other Asian (Specify)   
□ Native Hawaiian 
□ Guamanian or Chamorro 
□ Samoan 
□  Other Pacific Islander (Specify)   
□  Other (Specify)   
 
F A T H E R  
23. FATHER’S EDUCATION (Check the 
box that best describes the highest 
degree or level of school completed at 
the time of delivery) 
 
□  8th grade or less 
□   9th - 12th grade, no diploma 
□  High school graduate or GED 
completed 
□  Some college credit but no degree 
□  Associate degree (e.g., AA, AS) 
□  Bachelor’s degree (e.g., BA, AB, BS) 
□  Master’s degree (e.g., MA, MS, 
MEng,  MEd, MSW, MBA) 
□ Doctorate (e.g., PhD, EdD) or 
Professional degree (e.g., MD, DDS, 
DVM, LLB, JD) 
24.  FATHER OF HISPANIC ORIGIN?  (Check 
the box that best describes whether the 
father is Spanish/Hispanic/Latino.  Check the 
“No” box if father is not Spanish/Hispanic/Latino) 
□  No, not Spanish/Hispanic/Latino 
□  Yes, Mexican, Mexican American, Chicano 
□  Yes, Puerto Rican 
□  Yes, Cuban 
□  Yes, other Spanish/Hispanic/Latino 
 
(Specify)   
25.  FATHER’S RACE (Check one or more races to indicate 
what the father considers himself to be) 
 
□   White 
□  Black or African American 
□  American Indian or Alaska Native 
(Name of the enrolled or principal tribe)   






□  Other Asian (Specify)   
□ Native Hawaiian 
□ Guamanian or Chamorro 
□ Samoan 
□  Other Pacific Islander (Specify)   
□  Other (Specify)   
 
26.  PLACE WHERE BIRTH OCCURRED (Check one) 
□ Hospital 
□  Freestanding birthing center 
□ Home Birth: Planned to deliver at home? 9 Yes  9 No 
□ Clinic/Doctor’s office 
□  Other (Specify)   
27.   ATTENDANT’S NAME, TITLE, AND NPI 
 
NAME:                                                 NPI:   
 
TITLE: □ MD □ DO □ CNM/CM   □ OTHER MIDWIFE 
□  OTHER (Specify)   
28. MOTHER TRANSFERRED FOR MATERNAL 
MEDICAL OR FETAL INDICATIONS FOR 
DELIVERY?   □ Yes   □  No 














































































Appendix B. Nevada Birth Certificate 
U.S. STANDARD CERTIFICATE OF LIVE BIRTH 







































































48.  NEWBORN MEDICAL RECORD NUMBER 54. ABNORMAL CONDITIONS OF THE NEWBORN 
(Check all that apply) 
 
□  Assisted ventilation required immediately 
following delivery 
 
□  Assisted ventilation required for more than 
six hours 
 
□  NICU admission 
 
□  Newborn given surfactant replacement 
therapy 
 
□  Antibiotics received by the newborn for 
suspected neonatal sepsis 
 
□  Seizure or serious neurologic dysfunction 
 
□  Significant birth injury (skeletal fracture(s), peripheral 
nerve  injury, and/or soft tissue/solid organ hemorrhage 
which  requires intervention) 
 
9 None of the above 
55.  CONGENITAL ANOMALIES OF THE NEWBORN 
(Check all that apply) 
□  Anencephaly 
□  Meningomyelocele/Spina bifida 
□  Cyanotic congenital heart disease 
□  Congenital diaphragmatic hernia 
□  Omphalocele 
□  Gastroschisis 
□  Limb reduction defect (excluding congenital 
amputation and dwarfing syndromes) 
□  Cleft Lip with or without Cleft Palate 
□  Cleft Palate alone 
□  Down Syndrome 
□  Karyotype confirmed 
□  Karyotype pending 
□   Suspected chromosomal disorder 
□  Karyotype confirmed 
□  Karyotype pending 
□   Hypospadias 
□   None of the anomalies listed above 
49.  BIRTHWEIGHT (grams preferred, specify unit) 
 
9 grams    9 lb/oz  
50.  OBSTETRIC ESTIMATE OF GESTATION: 
 
                                    (completed weeks) 
51.  APGAR SCORE: 
Score at 5 minutes:_   
If 5 minute score is less than 6, 
 
Score at 10 minutes:    
52. PLURALITY - Single, Twin, Triplet, etc. 
 
(Specify)   
53.  IF NOT SINGLE BIRTH - Born First, Second, 
 
Third, etc. (Specify)    
56. WAS INFANT TRANSFERRED WITHIN 24 HOURS OF DELIVERY?   9 Yes  9 No 
IF YES, NAME OF FACILITY INFANT TRANSFERRED 
TO:   
57.  IS INFANT LIVING AT TIME OF REPORT? 
□ Yes  □ No  □ Infant transferred, status unknown 
58. IS THE INFANT BEING 
BREASTFED AT DISCHARGE? 










































































29a.  DATE OF FIRST PRENATAL CARE VISIT 
/                /                         □ No Prenatal Care 
M M        D D              YYYY 
29b.  DATE OF  LAST PRENATAL CARE VISIT 
/_              / 
M M       D D              YYYY 
30.  TOTAL NUMBER OF PRENATAL VISITS FOR THIS PREGNANCY 
 
                                                   (If none, enter A0".) 
 31.  MOTHER’S HEIGHT 
                (feet/inches) 
32. MOTHER’S PREPREGNANCY WEIGHT 
                   (pounds) 
33.  MOTHER’S WEIGHT  AT DELIVERY 
                   (pounds) 
34. DID MOTHER GET WIC FOOD FOR HERSELF 
DURING THIS PREGNANCY? □ Yes   □ No 
35.  NUMBER OF PREVIOUS 
LIVE BIRTHS (Do not include 
this child) 
36. NUMBER OF OTHER 
PREGNANCY OUTCOMES 
(spontaneous or induced 
losses or ectopic pregnancies) 
37. CIGARETTE SMOKING BEFORE AND DURING PREGNANCY 
For each time period, enter either the number of cigarettes or the 
number of packs of cigarettes smoked.   IF NONE, ENTER A0". 
 
Average number of cigarettes or packs of cigarettes smoked per day. 
# of cigarettes            # of packs 
Three Months Before Pregnancy                              OR         
First Three Months of Pregnancy                            OR        
Second Three Months of Pregnancy                        OR        
Third Trimester of Pregnancy                                   OR        
38. PRINCIPAL SOURCE OF 
PAYMENT FOR THIS 
DELIVERY 
 




(Specify)    
35a.  Now Living 
 
Number    
 
□ None 
35b. Now Dead 
 
Number    
 
□ None 
36a.  Other Outcomes 
 
Number     
 
□ None 
35c.  DATE OF LAST LIVE BIRTH 
   /_   
MM        Y Y Y Y 
36b.  DATE OF LAST OTHER 
PREGNANCY OUTCOME 
   /_   
MM        Y Y Y Y 
39.  DATE LAST NORMAL MENSES  BEGAN 
  /_              /    
M M        D D              YYYY 





41.  RISK FACTORS IN THIS PREGNANCY 
(Check all that apply) 
Diabetes 
□  Prepregnancy (Diagnosis prior to this pregnancy) 
□  Gestational     (Diagnosis in this pregnancy) 
 
Hypertension 
□  Prepregnancy  (Chronic) 
□  Gestational (PIH, preeclampsia) 
□  Eclampsia 
 
□ Previous preterm birth 
 
□ Other previous poor pregnancy outcome (Includes 
perinatal death, small-for-gestational age/intrauterine 
growth restricted birth) 
 
□  Pregnancy resulted from infertility treatment-If yes, 
check all that apply: 
□   Fertility-enhancing drugs, Artificial insemination or 
Intrauterine insemination 
□  Assisted reproductive technology (e.g., in vitro 
fertilization (IVF), gamete intrafallopian 
transfer (GIFT)) 
 
□  Mother had a previous cesarean delivery 
If yes, how many    
 
□  None of the above 
43.  OBSTETRIC PROCEDURES (Check all that apply) 
 
□ Cervical cerclage 
□ Tocolysis 
 
External cephalic version: 
□ Successful 
□  Failed 
 
□ None of the above 
46.  METHOD OF DELIVERY 
 
A. Was delivery with forceps attempted but 
unsuccessful? 
□ Yes   □ No 
 
B. Was delivery with vacuum extraction attempted 
but unsuccessful? 
□ Yes   □ No 
 
C.  Fetal presentation at birth 
□  Cephalic 
□  Breech 
□  Other 
 









44.  ONSET OF LABOR (Check all that apply) 
 
□ Premature Rupture of the Membranes (prolonged, ∃12 hrs.) 
 
□ Precipitous Labor (<3 hrs.) 
 
□ Prolonged Labor (∃ 20 hrs.) 
 
□ None of the above 
45.  CHARACTERISTICS OF LABOR AND DELIVERY 
(Check all that  apply) 
 
□  Induction of labor 
□  Augmentation of labor 
□  Non-vertex presentation 
□  Steroids (glucocorticoids) for fetal lung maturation 
received by the mother prior to delivery 
□  Antibiotics received by the mother during labor 
□  Clinical chorioamnionitis diagnosed during labor or 
maternal temperature >38°C (100.4°F) 
□  Moderate/heavy meconium staining of the amniotic fluid 
□  Fetal intolerance of labor such that one or more of the 
following actions was taken:  in-utero resuscitative 
measures, further fetal assessment, or operative delivery 
□  Epidural or spinal anesthesia during labor 
□  None of the above 
47.  MATERNAL MORBIDITY (Check all that apply) 
(Complications associated with labor and 
delivery) 
□   Maternal transfusion 
□   Third or fourth degree perineal laceration 
□   Ruptured uterus 
□   Unplanned hysterectomy 
□   Admission to intensive care unit 
□   Unplanned operating room procedure 
following delivery 
□   None of the above 
42.  INFECTIONS PRESENT AND/OR TREATED 
DURING THIS  PREGNANCY (Check all that apply) 
 
□  Gonorrhea 
□  Syphilis 
□  Chlamydia 
□  Hepatitis B 
□  Hepatitis C 
□  None of the above 
          NEWBORN INFORMATION  
Rev. 11/2003 
NOTE: This recommended standard birth certificate is the result of an extensive evaluation process. Information on the process and resulting recommendations as well as plans for future 





































1.  DECEDENT’S LEGAL NAME  (Include AKA’s if any) (First, Middle, Last) 2.  SEX 3.  SOCIAL SECURITY NUMBER 
4a.  AGE-Last Birthday 
(Years) 
4b.  UNDER 1 YEAR 4c.  UNDER 1 DAY 5.  DATE OF BIRTH (Mo/Day/Yr) 6.  BIRTHPLACE (City and State or Foreign Country) 
Months Days Hours Minutes 
7a.  RESIDENCE-STATE 7b.  COUNTY 7c.  CITY OR TOWN 
7d.  STREET AND NUMBER 7e.  APT. NO. 7f.  ZIP CODE 7g.  INSIDE CITY LIMITS?     □ Yes   □ No 
8.  EVER IN US ARMED FORCES? 
□ Yes   □ No 
9.  MARITAL STATUS AT TIME OF DEATH 
□ Married   □ Married, but separated    □ Widowed 
□ Divorced  □ Never Married   □ Unknown 
10.  SURVIVING SPOUSE’S NAME  (If wife, give name prior to first marriage) 
11.   FATHER’S NAME (First, Middle, Last) 12.  MOTHER’S NAME PRIOR TO FIRST MARRIAGE (First, Middle, Last) 
13a.  INFORMANT’S NAME 13b.  RELATIONSHIP TO DECEDENT 13c.  MAILING ADDRESS (Street and Number, City, State, Zip Code) 
14.  PLACE OF DEATH (Check only one:  see instructions) 
IF DEATH OCCURRED IN A HOSPITAL: 
□ Inpatient □ Emergency Room/Outpatient   □ Dead on Arrival 
IF DEATH OCCURRED  SOMEWHERE OTHER THAN A HOSPITAL: 
□ Hospice facility □ Nursing home/Long term care facility  □ Decedent’s home   □ Other (Specify): 
15.  FACILITY NAME (If not institution, give street & number) 16.  CITY OR TOWN , STATE, AND ZIP CODE 17.  COUNTY OF DEATH 
18.  METHOD OF DISPOSITION:    □ Burial   □ Cremation 
□ Donation □ Entombment  □ Removal from State 
□ Other (Specify):   
19.   PLACE OF DISPOSITION (Name of cemetery, crematory, other place) 
20.   LOCATION-CITY, TOWN, AND STATE 21.   NAME AND COMPLETE ADDRESS OF FUNERAL FACILITY 





























ITEMS 24-28 MUST BE COMPLETED BY PERSON 
WHO PRONOUNCES OR CERTIFIES DEATH 
24.  DATE PRONOUNCED DEAD (Mo/Day/Yr) 25.  TIME PRONOUNCED DEAD 
26.  SIGNATURE OF PERSON PRONOUNCING DEATH (Only when applicable) 27.  LICENSE NUMBER 28.  DATE SIGNED (Mo/Day/Yr) 
29.  ACTUAL OR PRESUMED DATE OF DEATH 
(Mo/Day/Yr) (Spell Month) 
30.  ACTUAL OR PRESUMED TIME OF DEATH 31. WAS MEDICAL EXAMINER OR 
CORONER CONTACTED? □ Yes  □ No 
CAUSE OF DEATH (See instructions and examples) 
32.  PART I.  Enter the chain of events--diseases, injuries, or complications--that directly caused the death.  DO NOT enter terminal events such as cardiac 
arrest, respiratory arrest, or ventricular fibrillation without showing the etiology.  DO NOT ABBREVIATE.  Enter only one cause on a line. Add additional 
lines if necessary. 
 
IMMEDIATE CAUSE (Final 
disease  or condition --------->      a._   
resulting in death)                                                                        Due to (or as a consequence of): 
 
Sequentially list conditions,         b.   
if any,  leading to the cause                                                          Due to (or as a consequence of): 
listed on line a.  Enter the 
UNDERLYING CAUSE               c._   
(disease or injury that                                                                    Due to (or as a consequence of): 
initiated the  events resulting 
in death) LAST                            d._   
Approximate 
interval: 
Onset to death 
PART II.  Enter other significant conditions contributing to death but not resulting in the underlying cause given in PART I 33. WAS AN AUTOPSY PERFORMED? 
□ Yes     □ No 
34. WERE AUTOPSY FINDINGS AVAILABLE TO 
COMPLETE THE CAUSE OF DEATH?   □ Yes  □ No 
35.    DID TOBACCO USE CONTRIBUTE 
TO DEATH? 
 
□  Yes □  Probably 
 
□  No  □  Unknown 
36.  IF FEMALE: 
□ Not pregnant within past year 
 
□ Pregnant at time of death 
 
□ Not pregnant, but pregnant within 42 days of death 
 
□ Not pregnant, but pregnant 43 days to 1 year before death 
 
□ Unknown if pregnant within the past year 
37.  MANNER OF DEATH 
 
□ Natural     □ Homicide 
 
□ Accident   □ Pending Investigation 
 
□ Suicide     □ Could not be determined 
38.  DATE OF INJURY 
(Mo/Day/Yr) (Spell Month) 
39.  TIME OF INJURY 40. PLACE OF INJURY (e.g., Decedent’s home; construction site; restaurant; wooded area) 41.  INJURY AT WORK? 
□ Yes □ No 
42.  LOCATION OF INJURY:    State:                                                               City or Town: 
 
Street & Number:                                                                                                                                             Apartment No.:                                          Zip Code: 




□ Other (Specify) 
45. CERTIFIER (Check only one): 
□ Certifying physician-To the best of my knowledge, death occurred due to the cause(s) and manner stated. 
□ Pronouncing & Certifying physician-To the best of my knowledge, death occurred at the time, date, and place, and due to the cause(s) and manner stated. 
□ Medical Examiner/Coroner-On the basis of examination, and/or investigation, in my opinion, death occurred at the time, date, and place, and due to the cause(s) and manner stated. 
 
Signature of certifier:   
46.  NAME, ADDRESS, AND ZIP CODE OF PERSON COMPLETING CAUSE OF DEATH (Item 32) 






























51.  DECEDENT’S EDUCATION-Check the box 
that best describes the highest degree or level of 
school completed at the time of death. 
□  8th grade or less 
□  9th - 12th grade; no diploma 
□  High school graduate or GED completed 
□  Some college credit, but no degree 
□  Associate degree (e.g., AA, AS) 
□  Bachelor’s degree (e.g., BA, AB, BS) 
□  Master’s degree (e.g., MA, MS, MEng, 
MEd, MSW, MBA) 
□  Doctorate (e.g., PhD, EdD) or 
Professional degree (e.g., MD, DDS, 
DVM, LLB, JD) 
52.  DECEDENT  OF HISPANIC ORIGIN?  Check the box 
that best describes whether the decedent  is 
Spanish/Hispanic/Latino.   Check the “No” box if 
decedent is not Spanish/Hispanic/Latino. 
 
□  No, not Spanish/Hispanic/Latino 
 
□  Yes, Mexican, Mexican American, Chicano 
 
□  Yes, Puerto Rican 
 
□  Yes, Cuban 
 
□  Yes, other Spanish/Hispanic/Latino 
(Specify)    
53.  DECEDENT’S RACE (Check one or more races to indicate what the 
decedent considered himself or herself  to be) 
□  White 
□  Black or African American 
□  American Indian or Alaska Native 
(Name of the enrolled or principal tribe) 
□  Asian Indian 
□  Chinese 
□  Filipino 
□  Japanese 
□  Korean 
□  Vietnamese 
□  Other Asian (Specify)   
□  Native Hawaiian 
□  Guamanian or Chamorro 
□  Samoan 
□  Other Pacific Islander (Specify)   
□   Other (Specify)   
54.  DECEDENT’S USUAL OCCUPATION (Indicate type of work done during most of working life. DO NOT USE RETIRED). 























































































Appendix C. Nevada Death Certificate 
 
U.S. STANDARD CERTIFICATE OF DEATH 





























































































CAUSE OF DEATH (See instructions and examples) 
32.  PART I.  Enter the chain of events--diseases, injuries, or complications--that directly caused the death.  DO NOT enter terminal events such as cardiac 
arrest, respiratory arrest, or ventricular fibrillation without showing the etiology.  DO NOT ABBREVIATE.  Enter only one cause on a line. Add additional 
lines if necessary. 
 
IMMEDIATE CAUSE (Final 
disease or condition --------->      a.  Rupture of myocardium 
resulting in death)                             Due to (or as a consequence of): 
 
Sequentially list conditions,         b. Acute myocardial infarction 
if any,  leading to the cause               Due to (or as a consequence of): 
listed on line a.  Enter the 
UNDERLYING CAUSE               c. Coronary artery thrombosis 
(disease or injury that                       Due to (or as a consequence of): 
initiated the  events resulting 
in death) LAST                            d.  Atherosclerotic coronary artery disease 
Approximate interval: 











PART II.  Enter other significant conditions contributing to death but not resulting in the underlying cause given in PART I 
 
Diabetes, Chronic obstructive pulmonary disease, smoking 
33. WAS AN AUTOPSY PERFORMED? 
■  Yes        No 
34. WERE AUTOPSY FINDINGS AVAILABLE TO 
COMPLETE THE CAUSE OF DEATH?   ■  Yes     No 
35.    DID TOBACCO USE CONTRIBUTE TO DEATH? 
 
■    Yes       Probably 
 
No         Unknown 
36.  IF FEMALE: 
■ Not pregnant within past year 
Pregnant at time of death 
Not pregnant, but pregnant within 42 days of death 
Not pregnant, but pregnant 43 days to 1 year before death 
Unknown if pregnant within the past year 
37.  MANNER OF DEATH 
 
■ Natural         Homicide 
Accident       Pending Investigation 
Suicide         Could not be determined 
 
Cause-of-death – Background, Examples, and Common Problems 
Accurate cause of death information is important 
•to the public health community in evaluating and improving the health of all citizens, and 
•often to the family, now and in the future, and to the person settling the decedent’s estate. 
 
The cause-of-death section consists of two parts.  Part I is for reporting a chain of events leading directly to death, with the immediate cause of death (the final disease, injury, or complication directly causing death) on 
line a and the underlying cause of death (the disease or injury that initiated the chain of events that led directly and inevitably to death) on the lowest used line. Part II is for reporting all other significant diseases, 
conditions, or injuries that contributed to death but which did not result in the underlying cause of death given in Part I.  The cause-of-death information should be YOUR best medical OPINION.  A condition can be 
listed as “probable” even if it has not been definitively diagnosed. 
 






















CAUSE OF DEATH (See instructions and examples) 
32.  PART I.  Enter the chain of events--diseases, injuries, or complications--that directly caused the death.  DO NOT enter terminal events such as cardiac 
arrest, respiratory arrest, or ventricular fibrillation without showing the etiology.  DO NOT ABBREVIATE.  Enter only one cause on a line. Add additional 
lines if necessary. 
 
IMMEDIATE CAUSE (Final 
disease or condition --------->      a.  Aspiration pneumonia 
resulting in death)                            Due to (or as a consequence of): 
 
Sequentially list conditions,         b. Complications of coma 
if any,  leading to the cause              Due to (or as a consequence of): 
listed on line a.  Enter the 
UNDERLYING CAUSE               c. Blunt force injuries 
(disease or injury that                       Due to (or as a consequence of): 
initiated the  events resulting 
in death) LAST                            d.  Motor vehicle accident 
Approximate interval: 











  7 weeks 
PART II.  Enter other significant conditions contributing to death but not resulting in the underlying cause given in PART I 33. WAS AN AUTOPSY PERFORMED? 
■  Yes        No 
34. WERE AUTOPSY FINDINGS AVAILABLE TO 
COMPLETE THE CAUSE OF DEATH?  ■  Yes     No 
35.    DID TOBACCO USE CONTRIBUTE TO DEATH? 
 
Yes       Probably 
 
■   No        Unknown 
36.  IF FEMALE: 
Not pregnant within past year 
Pregnant at time of death 
Not pregnant, but pregnant within 42 days of death 
Not pregnant, but pregnant 43 days to 1 year before death 
Unknown if pregnant within the past year 
37.  MANNER OF DEATH 
 
Natural        Homicide 
■  Accident      Pending Investigation 
Suicide         Could not be determined 
38.  DATE OF INJURY 
(Mo/Day/Yr) (Spell Month) 
August 15, 2003 
39.  TIME OF INJURY 
 
Approx. 2320 
40. PLACE OF INJURY (e.g., Decedent’s home; construction site; restaurant; wooded area) 
 
road side near state highway 
41.  INJURY AT WORK? 
 
Yes  ■  No 
42.  LOCATION OF INJURY:    State: Missouri                                                             City or Town: near Alexandria 
 
Street & Number: mile marker 17 on state route 46a                                                  Apartment No.:                                                         Zip Code: 
43.  DESCRIBE HOW INJURY OCCURRED: 
 
Decedent driver of van, ran off road into tree 
44.  IF TRANSPORTATION INJURY, SPECIFY: 
 




Common problems in death certification 
The elderly decedent should have a clear and distinct etiological sequence for cause of death, if possible. Terms such as senescence, infirmity, old age, and advanced age have little value for public health or medical 
research. Age is recorded elsewhere on the certificate. When a number of conditions resulted in death, the physician should choose the single sequence that, in his or her opinion, best describes the process leading to 
death, and place any other pertinent conditions in Part II.  If after careful consideration the physician cannot determine a sequence that ends in death, then the medical examiner or coroner should be consulted about 
conducting an investigation or providing assistance in completing the cause of death. 
 
The infant decedent should have a clear and distinct etiological sequence for cause of death, if possible.  “Prematurity” should not be entered without explaining the etiology of prematurity.  Maternal conditions may have 
initiated or affected the sequence that resulted in infant death, and such maternal causes should be reported in addition to the infant causes on the infant’s death certificate (e.g., Hyaline membrane disease due to 
prematurity, 28 weeks due to placental abruption due to blunt trauma to mother’s abdomen). 
 
When SIDS is suspected, a complete investigation should be conducted, typically by a medical examiner or coroner.  If the infant is under 1 year of age, no cause of death is determined after scene investigation, clinical 
history is reviewed, and a complete autopsy is performed, then the death can be reported as Sudden Infant Death Syndrome. 
 
When processes such as the following are reported, additional information about the etiology should be reported: 
Abscess Carcinomatosis Disseminated intra vascular Hyponatremia Pulmonary arrest 
Abdominal hemorrhage Cardiac arrest coagulopathy Hypotension Pulmonary edema 
Adhesions Cardiac dysrhythmia Dysrhythmia Immunosuppression Pulmonary embolism 
Adult respiratory distress syndrome Cardiomyopathy End-stage liver disease Increased intra cranial pressure Pulmonary insufficiency 
Acute myocardial infarction Cardiopulmonary arrest End-stage renal disease Intra cranial hemorrhage Renal failure 
Altered mental status Cellulitis Epidural hematoma Malnutrition Respiratory arrest 
Anemia Cerebral edema Exsanguination Metabolic encephalopathy Seizures 
Anoxia Cerebrovascular accident Failure to thrive Multi-organ failure Sepsis 
Anoxic encephalopathy Cerebellar tonsillar herniation Fracture Multi-system organ failure Septic shock 
Arrhythmia Chronic bedridden state Gangrene Myocardial infarction Shock 
Ascites Cirrhosis Gastrointestinal hemorrhage Necrotizing soft-tissue infection Starvation 
Aspiration Coagulopathy Heart failure Old age Subdural hematoma 
Atrial fibrillation Compression fracture Hemothorax Open (or closed) head injury Subarachnoid hemorrhage 
Bacteremia Congestive heart failure Hepatic failure Paralysis Sudden death 
Bedridden Convulsions Hepatitis Pancytopenia Thrombocytopenia 
Biliary obstruction Decubiti Hepatorenal syndrome Perforated gallbladder Uncal herniation 
Bowel obstruction Dehydration Hyperglycemia Peritonitis Urinary tract infection 
Brain injury Dementia (when not Hyperkalemia Pleural effusions Ventricular fibrillation 
Brain stem herniation otherwise specified) Hypovolemic shock Pneumonia Ventricular tachycardia 
Carcinogenesis Diarrhea   Volume depletion 
If the certifier is unable to determine the etiology of a process such as those shown above, the process must be qualified as being of an unknown, undetermined, probable, presumed, or unspecified etiology so it is clear 
that a distinct etiology was not inadvertently or carelessly omitted. 
 
The following conditions and types of death might seem to be specific or natural but when the medical history is examined further may be found to be complications of an injury or poisoning (possibly occurring long ago). 
























Appendix D. Causes of Death in Nevada, years 2010-2012
Year 2010 Number of Cases Year 2011 Number of Cases
Acute cardiovascular/pulmonary collapse 1 Acute Pancreatitis 1
Acute Myeloid Leukemia 1 Acute renal failure 1
Acute pneumonia 1 Anencephaly 2
Acute Respiratory Distress Syndrome 1 Anoxic brain injury 1
Anencephalus 1 Anoxic Encephalopathy 1
Asphyxia 3 Apnea 1
Bilateral grade IV intraventricular hemorrhage1 Arrhythmia 1
Bowel perforation 1 Asphyxia 8
Bradycardia & hypotension 1 Asystole 1
Cardiac anomaly 1 Bilateral renal agenesis 1
Cardiac arrest 1 Blunt Force Injuries 1
Cardiac failure 1 Bohring-Opitz Syndrome 1
Cardiopulmonary arrest 7 Bronchopneumonia 1
Cardiopulmonary decompensation 1 Bronchopulmonary dysplasia 1
Cardiorespiratory arrest 7 Cardiac arrest 4
Cardiorespiratory failure 1 Cardiogenic shock 1
Chorioamnionitis 1 Cardiopulmonary Arrest 4
Chronic lung disease 1 Cardiopulmonary failure 1
Circulatory collapse 1 Cardiorespiratory arrest 16
Coarctation of aorta, severe and 1 Cardiorespiratory failure 4
Complete heart block 1 Cardio-Respiratory Insufficiency 1
Complex cyanotic congenital heart disease1 Cardiovascular collapse 1
Complications of miller-dicksen syndrome 1 Congenital anomalies 1
Complications of prematurity 1 Congenital cardiopulmonary defects 1
Congenital brain malformation 1 Congenital diaphragmatic hernia 1
Congenital heart disease 5 Disseminated intravascular coagulation (DIC)1
Drowning 1 Extensive bowel necrosis 1
Enterococcus peritonitis 1 Extreme pre maturity 21
Extreme prematurity 18 Hemorrhagic shock 1
Fetal anomalies incompatible with life 1 Holoprosencephaly 1
Fetal hydrops 1 Hypoxic-ischemic encephalopathy 1
Fulminant hepatic failure 1 Immaturity 2
Hemorrhage 1 Incompetent cervix 1
Heterotaxy syndrome 1 Intractable hypotension 1
Hydrocephalus 1 Irreversible hypoxemia 1
Hypoplastic left heart syndrome 2 Irreversible lymphangiectasia with anasarca1
Hypotensive/hypoxic brain injury 1 Large syrinx of cervical spine to T1 1
Hypoxic brain injury - non-traumatic 1 Multiorgan system failure 1
Hypoxic ischemic encephalopathy 1 Multiple congenital anomalies 2
Inherent genetic disorder (Trisomy 13) 1 Multiple congenital malformation 1
Intraventricular hemorrhage 1 Non-viability 5
Ischemic encephalopathy 1 Positional Asphyxia 2
IUGR - intrauterine growth restriction 1 Potters syndrome 1
Left diaphragmatic hernia 1 Premature birth 7
Mechanical asphyxia 1 Previable delivery 1
Most likely due to severe diabetes during pregnancy1 Probable Cardiac Dysrhythmia 1
Multiple Fetal Anomalies 1 Pulmonary failure 1
Myocardial failure 2 Pulmonary hypoplasia 4
Nasopharyngela Influenza 1 Respiratory arrest 1
Necrotizing enterocolitis 3 Respiratory Distress Syndrome 2
Non-Accidental Head Injuries 1 Respiratory failure 9
Non-immune hydrops 1 Respiratory insufficiency 1
Overwhelming sepsis 1 Severe prematurity 1
Oxycodone intoxication 1 Spinal muscular atrophy type I 2
Periventricular leukoencephalopathy 1 Sudden Infant Death Syndrome 7
Persistent hypoxemia 1 Suffocation 2
Pneumonia 1 Term infant, LGA, male 1
Positional asphyxia 2 Term, SGA (small for gestational age), female1
Potter syndrome 1 Termination elective 1
Premature delivery - unknown etiology 2 Trisomy 13 2
Premature rupture of membranes - 17 weeks1 Trisomy 18 3
Prematurity 9 Undetermined 12
Preterm 28 weeks female 2 Viral bronchopneumonitis 2
Previable 23+ weeks 1
Profound acidosis 1
Pulmonary cardio arrest 1
Pulmonary hemorrhage 1
Pulmonary hypertension 3









Severe bilateral intraventricular hemorrhage2
Severe congenital abnormalities 1
Severe immaturity 1
Severe intracranial hemorrhage - spontaneous2
Severe myocardial infarction 1
Severe necrotizing enterocolitis 1
Severe prematurity 3
Severe pulmonary hypertension 1
Severe respiratory distress syndrome 2
Severe respiratory failure 1





Sudden infant death syndrome 1
Suspected sepsis 1
Term, appropriate for gestational age, female1
Trisomy 18 2
Uncontrollable intra-abdominal bleeding 1
Undetermined 7
Very-Long-Chain Acyl-CoA Dehydrogenase (VLCAD) Deficiency1
Number of Cases Year 2012 Number of Cases
Acute cardiorespiratory arrest 1










Cardio respiratory arrest 5
Cardio respiratory failure 12
Cardiovascular collapse 2
Chorioamnionitis and funisitis 1
Chromosomal abnormality 1
Chronic lung disease 1
Congenital anomalies 17
Escherichia coli pneumonia 1
Extreme prematurity 1
Fetal hydrops 2





Hypoxic ischemic encephalopathy 1
Immature lungs-pregnancy 20 weeks 1




Multiple congenital anomalies 2
Multisystem organ failure 1
Necrotizing enterocolitis 1























Severe hydrops fetalis 1
Severe hypoxemia 3
Severe intracranial hemorrhage (non-traumatic)1
Severe prematurity 1
Severe pulmonary hypertension 1
Severe respiratory distress 5




Unbalanced atrioventricular septal defect 1
Undetermined 1
Vascular collapse
Zellweger syndrome
